ryllium, nickel, chrome compounds and asbestos is the usual causative substance, but commondust with silica is not recognized to be carcinogenic. Recent epidemiologic studies have revealed the fact that the incidence of lung cancer complicated by silicosis is increasing, and the causal relation is being studied with interest by many research-ers1^.
In this paper, a clinicopathological study of 16 cases of lung cancer complicated by silicosis is reported with a review of the literature.
MATERIALS AND METHODS
Sixteen cases of lung cancer complicated by silicosis were the subjects of the study. All were selected from the in-patients at Nagato Memorial (Table 1) : The patients were exposed to dust with silica in tunnels or coal mines for 7 to 24 years, with an average of 14.6 years. Fourteen patients (87.5%) were heavy smokers whose Brinkman indices were more than 500 with a mean of 740. Only one patient was a non-smoker.
RESULTS

Patient characteristics
Classification
of chest roentgenogram ( Lobar location of lung cancer ( Table 3) : The tumors were equally found in both lungs. In nine cases, they were located in the upper and middle lobes, and in seven, in the lower lobe.
Distribution of tumor cell types and location ( and small cell carcinomas were mostly located in the hilus, and large cell, adeno-and adenosquamous carcinomas in the periphery.
A case of adenocarcinoma 2.7 x 2.2 cm in size located just beneath carried out an epidemiologic survey from the U.K. and reported that the incidence of lung cancer in coal miners was smaller than that of the total popula- cancer among patients with silicosis was 6.8 times higher than that of the Japanese male population of the same age. Some authors ' ' reported on animal models in which silica did not induce cancer. Takemoto , however, reported that carcinogenesis was accelerated when silica and carcinogens were given at the same time. Camp-bell16^also reported, based on an experimental model using mice, that a group inhaling dust over a 600-day period showed a higher incidence of lung carcinoma than a group that did not do so, although no difference was found between the two during the first 300 days. Nagahama et al.
reported that more silicosis patients were found to be heavy smokers than among male adults in general, and the smoking silicosis patients showed a higher complication of lung cancer than the nonsmokingones.
In our current studies, the possibility of carcinogenesis induced by carcinogens, for example cigarettes, is strongly suggested, since 14 patients (87.5%) had a smoking habit with a Brinkman index of more than 500, and two cases of early cancer in the major bronchi were both of epidermoid carcinoma with scores of 1,040 and 800, respectively. Fujisawa ' reported one case of lung cancer occurring adjacent to the silicotic nodules just beneath the pleura and one case originating from the cavernous wall. Shautz and Klein ' observed eight operated cases of early lung cancer complicated by silicosis and reported that all tumors were in contact with silicotic scar or that silicotic nodules were found in the center of the tumor as "Tumorkern". DiBiassi2 ' published a paper on the causal sequence between the cavernous wall of silicotic nodules and lung cancer in three patients.
Sano21^and Tahara et al.22^reported on lung cancer caused by silicotic scars. We also found two cases of so-called scar carcinoma. In a case with well-differentiated adenocarcinoma located just beneath the pleura, many silicotic nodules were histopathologically found in the center of the lesion. Another case was adenosquamous carcinoma originating from the cavernous wall of silicotuberculosis.
It was conceivable that the role of silicosis in the development of lung cancer might be that silicotic lesions provide favorable bases for carcinogenesis with some other carcinogen, and, during that time, the silicotic scar may act to localize the carcinogen and hold it in the lung.
A pathological feature of silicosis-associated lung cancer is recognized as follows1 . tumors are located in the lower lobe two times more than in the upper lobe, and most of them are epidermoid or undifferentiated carcinoma. In our current study, the ratio of upper lobe to lower lobe carcinoma patients was 9:7, and epidermoids were the largest in number, with seven cases, followed by four large cell and three small cell carcinomas. 
